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pieces a boy playing with one got it into his trachea. He o
was placed face downwards over a counter. One person held c
his heels and two others lowered his head. He soon became s
blue in the face and had to be restored to the upright t
position. This experiment was tried a number of times and t
always with the same result. After some delay this patient a
went to St. Thomas’s Hospital, where one day he went a
suddenly to the watercloset and was sick. A metallic chink t
on the pan of the watercloset was heard and there were no t
further symptoms. The fourpenny-piece was not recovered. f
CASE 4 -In Mr. Brunel’s case, as is well known, he con- a
structed a revolving apparatus, by means of which he could, 
when attached to it, be inverted without any physical 1
exertion. The result was the same as in the last-mentioned i
- sase. The spasm of the glottis necessitated the return to I
the erect position. This was often tried, but ultimately with -,
cio better result than my "counter" arrangement. At t
length Sir B. Brodie opened the trachea and Mr. Brunel was t
placed on his revolving apparatus, and the half-sovereign, 
which had passed into the trachea, came out of his mouth. (
1, have some reason to know that there was a general t
impression that the half-sovereign came out of the opening i
which Sir B. Brodie had made. The explanation, I believe c
to be this: When Mr. Brunel was inverted, the coin, as at 1
- sther times, produced a spasm of the glottis, and prevented J
&ny air entering the lungs by the natural channel, but the c
patient was able to breathe through the artificial opening 
<antil the spasm relaxed. At all events Mr. Charles 1
Hawkins, who assisted Sir B. Brodie, told me that 
he received the coin in his hand from Mr. Brunel’s 
mouth. After a time it was found that Mr. Brunel
had albuminous urine, and it was supposed that this
indicated disease of the kidneys. A consultation was held at
Sir B. Brodie’s house. There were present Sir B. Brodie, 
Dr. Owen Rees, Dr. Seth Thompson, and myself. The
general opinion was that Mr. Brunel ought to go to Egypt.
d ventured, however, to remind Sir B. Brodie that when I was
his clinical clerk at St. George’s Hospital we had notes of cases
in which there was albuminous urine and where there was
no disease of the kidneys. Mr. Brunel went to Egypt, accom-
panied by Dr. Seth Watson, a personal friend of my own,
and for some time physician to the Oxford Infirmary, who, as
S had subsequently reason to believe, did not pay much atten-
tion to the condition of the urine. Mr. Brunel returned in
sufficiently good health to undertake the building of the
.Great Eastern steamship, which he accomplished without
difficulty. After the lapse of some months he became
’insensible to external impressions and lost the power of
speech. Sir B. Brodie subsequently remarked that he had
never known a case in which the power of speech was
entirely gone that had recovered. After death the
kidneys, upon section, showed no visible signs of
disease. There was about half-way down an intus-
susception in the right ureter, evidently of long
standing. The invaginated portion had assumed the
appearance of a small tumour constricted at its base. It
was as red as the ripest cherry. This left no doubt in my
mind as to the origin of the albumin which had so
frequently been found in the urine. The convolutions of
the brain appeared compressed, but there was no effusion of
blood or serum. The rings of the trachea, which had been
divided, were found united by cartilage.
Queensborough-terrace, W.
A CASE OF ATROPHIC CIRRHOSIS WITH
ASCITES FOLLOWED BY A LARGE
CYST OF THE LIVER; WITH
SOME REMARKS ON THE
QUESTION OF DIAGNOSIS.
BY W. C. DEVEREUX, M.A., M.B. CANTAB.,
SURGEON TO THE TEWKESBURY HOSPITAL.
AT the beginning of March, 1896, I was consulted by a
woman, aged forty-four years, who had been ailing for about
a month, complaining chiefly of great progressive weakness,
sickness, anorexia, diarrhoea, and a great increase in the
size of her abdomen. She had previously been a perfectly
healthy woman, moderately stout, but had lately been losing
flesh. Catamenia had been regular until the commencement
)f her illness, when they ceased altogether. The diarrhoea
)ccurred from four to eight times a day, the stools being
iemi-fluid, very offensive, and grey or white in colour. The
irine was scanty (sometimes not more than four ounces in
the twenty-four hours even when there was no diarrhoea),
acid, thick and highly coloured, with abundant urates and
a trace of albumin. The tongue was thickly coated, and
there was slight jaundice. The heart sounds were weak and
;here was a soft mitral systolic murmur. The pulse was very
Eeeble and rapid (110). Both lungs were slightly oedematous
at their bases. The abdomen was enormously distended
with ascites, which prevented an accurate marking out of the
liver, which was apparently much contracted. There was the
usual etiology of atrophic cirrhosis. On consultation with .
Dr. Hayward, of Haydock, the case was diagnosed as one of
atrophic cirrhosis of the liver. We decided not to tap for
he present unless there was any increase in the cedema of
he lungs. The patient was put on a liquid diet with no
stimulants. She was given one-twelfth of a grain of sub-
chloride of mercury and one grain of powdered boracic acid
hree times a day, and a mixture containing eight minims of
tincture of digitalis, three grains of iodide of potassium, and
compound infusion of gentian to one ounce three
times a day. On March 19th, as the patient was
making no progress (except a slight decrease in the
diarrhcea) and the cedema of the lungs had increased,
I resolved to draw off the ascitic fluid. This was done
by means of a Southey’s tube and seventeen pints were
drawn off, The liver could now be accurately defined, and
the superficial dulness was found to extend on the right side
from the seventh to the eighth rib in the mid-sternal line in
front and from the tenth to the eleventh rib behind. No
dulness could be detected either in front or behind
on the left side. The beneficial effect of the tapping
was marked on the very next day, when as much
as two pints of clear urine, free from albumin,
were passed, and three days later bile reappeared in
the motions, which were more formed and passed only once or
twice in the twenty-four hours. The pulse improved (80) and
the mitral systolic murmur and the oedema of the lungs dis-
appeared. There was no sickness and the appetite improved.
The increase in strength was remarkable, and in a fortnight
the patient was able to sit up in a chair. On April 3rd the
patient began to complain of a great deal of flatulence and
there was some slight diarrhoea. As the pulse was not so
good the mixture was changed to five grains of tincture of
strophanthus, three grains of iodide of sodium, ten grains of
bismuth salicylate, ten grains of benzo-naphthol, and fifteen
minims of compound tincture of cardamom, which checked all
the symptoms. About April 15th the patient had not been so
well for three or four days, and complained of a feeling of
fulness in the left side and a catching pain when she took a
deep breath. On examination I found that the liver dulness
on the left side extended from the seventh rib to two inches
below the costal margin in the mid-sternal line, where the
thickened edge of the liver could be felt. There was no
increased dulness behind or on the right side. By the 22nd
the dulness had extended down to the level of the umbilicus,
and there was a large protuberance of about four inches in
diameter, over which there was distinct fluctuation, the
lowest point of fluctuation being about two and a half
inches above the thickened edge of the liver. I withdrew a
small quantity of fluid with an exploring needle, and
obtained a brown semi-transparent fluid, highly albuminous
(one-third), and containing chlorides, liver cells, abundant
leucocytes, fat globules, acicular crystals (? tyrosin), and
granular debris. There were no hooklets or cancer cells.
On May lst the dulness had extended on the left side into the
pelvis and above to the second rib in front and to the upper
border of the scapula behind. There were no breath sounds
except at the apex. On the right side the dulness extended
in front from the sixth rib to two inches below the costal
margin, and from the eighth rib to the costal margin behind,
and all over the right lung the breath sounds and resonance
were normal. During the short time from the first symptoms
of pain and fulness (April 15th) the increase in the weak-
ness and emaciation was extremely rapid, so that the patient
was little more than skin and bone. The pulse was very
feeble (130) and at times scarcely perceptible. The
symptoms, in spite of the negative character of micro-
scopical examination of the fluid, seemed to point to
malignant disease, probably sarcoma. The state of pro-
stration was such that when Dr. Hayward again saw
the patient with me on May 2nd there did not seem
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the faintest hope of her rallying again. We came to the
conclusion that it would not be advisable to attempt aspira-
tion, both on account of the extremely critical condition of
the patient and the fear of haemorrhage into the cyst.
About a fortnight later the patient rallied slightly, and the
enlargement showed no further signs of increasing. There
had been occasional slight shivering fits, with the temperature
running up to 101.&deg; F. On June llth I inserted a Southey’s
tube into the area of fluctuation and withdrew three and a half
pints of fluid. This was examined by Dr. Hayward, Dr.
Robertson (medical officer of health of St. Helens), the
Clinical Research Association, and myself. It was a dark
brown, semi-transparent fluid, of specific gravity 1015,
containing a large quantity of albumin (one-third), chlorides,
no sugar, and was faintly alkaline. On microscopical
examination there were pretty perfect nucleated liver
cells, numerous fat globules, leucocytes in progress
of disintegration, acicular crystals, and masses of bile-
stained tissue. There were no cancer-cells, hooklets,
or fragments of hydatid membrane. There was
considerable improvement after the removal of the
fluid, and the patient’s strength increased. The emaciation,
however, continued much the same in spite of the enormous
appetite the patient developed. The temperature still
ran up towards evening to 100&deg; or 101&deg;, and was unaffected
by quinine. The morning temperature was normal. The
stools were occasionally white, but always got back their
proper colour on the administration of small doses of calomel.
The liver dulness three days after tapping extended on the
left side in front from the fourth rib to the costal margin and 
behind from the angle of the scapula to the costal margin. I
On the right side it extended from the sixth rib to the costal
margin in front. The patient was able to be out of bed again
by July 24th, though the liver had again begun to enlarge.
By Aug. 12th the liver had again attained its former large
dimensions, so I repeated the tapping, again drawing off
three and a half pints of fluid. The fluid differed somewhat
from that on the first tapping, being of a dirty white colour
and non-transparent, and containing more pus cells, but no
liver cells or bile-stained tissue, and was of specific gravity
1015. The report of the Clinical Research Association was as
follows : " We could find no evidence whatever in this fluid
of malignant growth or hydatid disease. It was of exceptional
nature chemically, containing neither bile pigments nor bile
salts, but somewhat abundant fats and crystals of fatty
acids. No cholesterin could be found. The suspended
matters were, in fact, composed of broken-down pus cells
and fats." The next day the growth had receded to within
an inch from the costal margin, and in a week had decreased
by another inch, the upper limit of dulness remaining during
this time at the level of the left fourth rib in front. The
improvement now continued without interruption, the patient
putting on flesh and gaining strength, so that on Sept. 20th
she was able to go out in a bath chair. The liver dulness
also gradually diminished. On Sept. 28th the patient began
taking petroleum emulsion and to have massage. The patient
was weighed for the first time on Oct. 26th, having probably
gained between two and three stones since May. Her weight
was then seven and a half stones. She is now very nearly as
well as ever, and weighs over nine and a half stones.
Catamenia began again at the end of February, having
ceased for a year. The liver dulness extends on the
right side from the sixth rib to the costal margin in front
and from the ninth rib to the costal margin behind. On
the left side it extends from the fourth to the seventh rib
in front and from the seventh rib to the costal margin
behind.
Remarks.-This case is one of considerable interest and,
it must be confessed, of some obscurity. I propose to con-
sider the question of diagnosis as it presented itself at three
different stages or periods of the case : (1) at the beginning
of March, 1896; (2) at the beginning of May, 1896 ; and
(3) at the present time. I. When seen in March the case
appeared to be an ordinary one of atrophic cirrhosis with
ascites. The usual etiology and the physical signs and
symptoms all pointed to this conclusion. The impression
given before tapping as to the small size of the liver was
confirmed by the examination made immediately afterwards.
Very marked improvement instantly followed the tapping,
and there has been no re-accumulation of fluid since in the
general peritoneal cavity. A certain amount of doubt
must arise as to whether the ascites was due to the
cirrhosis or to some other cause. Murchison states that
when once ascites due to cirrhosis appears it persists and
gradually increases. Hale White 1 has shown that when-*
ascites in cirrhosis requires tapping the end is not far off, and
this is borne out by Rolleston in his article in the Midland
Medical Review, 1896. On the other hand, Cheadle2 and Fox-
well maintain that the condition is curable, and give several
cases in support of this view. Without affecting the correct-
ness of the diagnosis there is the possibility that the ascites,
was not due to the cirrhosis found to exist in the liver, but.
independent of it. In this case it might be due either (1) to>
some pressure on the portal vein ; or (2) to some local*
inflammation, causing chronic peritonitis with effusion.
II. At the beginning of May, 1896, after about a month.
of apparent progress towards recovery, the clinical aspect
of the case changed. The physical signs of enlarge-’
ment of the left lobe of the liver appeared. The area of
liver dulness increased very rapidly, its progress being:
observed from day to day, until in about four weeks there
was extreme enlargement of the organ generally, its lower
edge being distinctly palpable projecting well below the-
costal cartilages in the right mammary line and extending
downwards and to the left in the left inguinal region.,.
Above the thickened edge of the liver there were very distinct
signs of fluctuation obtained in the epigastric and upper
umbilical regions. The evidence given by palpation and
percussion gave the impression of there being enlargement.
of the liver generally, with a very large cyst in the left lobe-
projecting upwards and downwards as well as forwards.
Associated with the rapid enlargement of the liver there had"
been equally marked loss of flesh and strength. Pain was.
not a marked symptom and jaundice was absent. The lower
edge of the liver and its surface were felt to be hard and,
smooth. At the time of our consultation on May 2nd there
was no doubt in the minds of either Dr. Hayward or myself’
that we had to do with a case of rapid enlargement of the-
liver with the formation of a large cyst in the left lobe.
The possible causes presenting themselves to our minds
were: (a) abscess, (b) hydatid, and (c) malignant abscess>
(carcinoma or sarcoma). (a) As regards tropical abscess r
(1) there was an absence of the usual etiology-viz., resi-
dence abroad or dysentery ; (2) the characters of the fluid’
obtained by the exploring needle were not those of abscess ;-.
and (3) the general symptoms also combined to negative’
this hypothesis. Abscesses of the liver are sometimes-.
caused by a gastric ulcer becoming adherent to the
under surface of the liver and eroding that organ 
or a foreign body perforating the gut and entering
the liver. These theories were, however, equally un-
tenable for the same reasons as tropical abscess, together
with the entire absence of any previous history which could
give support to such a supposition. (b) Hydatid was
excluded by (1) the very rapid enlargement of the cyst under
daily observation, and (2) by the characters of the fluid, this
containing a large quantity of albumin (one-third) and"
chlorides, and being without any signs of hooklets or the
characteristic membrane. Frerichs  records a case of
sterile echinococcus presenting symptoms analogous to’
this case, but even here the characters of the fluid were’
quite different. (c) The previous suppositions having
been negatived, there appeared only the remaining one-
of malignant disease. The considerations bearing on
this possibility appeared to be: (1) although the patient-
looked very ill and greatly emaciated there was no
cancerous cachexia; (2) the examination of the fluid gave
negative results as far as the finding of any charac-
teristic cellular elements was concerned ; (3) nodulation off
the liver surface and jaundice were absent; (4) still the
positive facts of rapid enlargement of the liver substance
associated with marked emaciation and prostration gave-
ground for strongly suspecting malignant disease ; and*
(5) formation of cysts, sometimes of a large size, is
not unknown in malignant disease of a sarcomatous
nature, and therefore sarcoma was considered more probable
than carcinoma. This diagnosis at the time seemed so
highly probable that an almost hopeless prognosis was given..
III. The happy event of the patient’s apparent recovery gives
occasion for reconsidering the diagnosis in the light of the
subsequent history and present condition of the patient, as
well as that gained by further reference to medical literature,
1 Guy’s Hospital Reports, 1892.
2 Brit. Med. Jour., Nov. 19th, 1892.
3 Midland Medical Review, 1896.
4 Brit. Med. Jour., June 13th, 1896, p. 1448.
5 Diseases of the Liver, vol. ii., p. 267.
6 Brit. Med. Jour., June 13th, 1896, p 1447.
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to which may be added suggestions made by several dis-
tinguished physicians who have been good enough to take
some interest in the case. 1. The retrocession of the liver
tumour, together with the continuous gain in flesh and
strength which have followed the last tapping of the cyst,
seem to almost certainly negative the idea of malignant
- disease, although the natural cure of such disease is not
wholly unknown.7 2. The same considerations which in the
,earlier stage of diagnosis sufficed to negative abscess and
hydatid are still equally applicable. 3. Simple cysts of the
liver are but rare, and three varieties of them are recognised
by pathologists. (a) Small serous cysts, with clear watery
contents, varying in size from a pea to a bean,
- are occasionally found in the liver, and are often
accompanied by similar disease of the kidneys. They
.are multiple, and are supposed to originate in altera-
tion of the hepatic cells. Their inner wall is covered
with pavement epithelium, and presents membranous pro-jections such as result when small cysts unite to form larger
ones. No connexion can be made out between them and the
bile.ducts.8 (b) Kiener and Kilsch state that biliary poly-
: adenomata found occasionally on section in cirrhotic livers
may suppurate and form abscess cysts. These are, however,
’found in large cirrhotic livers. 9 (c) Occasionally a single
,cyst, containing inspissated mucus, has been found, and is
.generally considered to be due to partial obliteration of one
,of the bile-ducts, which has been subsequently shut off from
the rest of the duct.10 A specimen shown by Dr. Sharkey at
’the Pathological Society in 188211 presented a very unusually
(large cyst, but even this contained less than a pint of fluid.
.In this case there is unfortunately no record of the symptoms,
.:1I,S the patient was admitted to the hospital suffering from a
-fracture of the skull and died on the following day. 4. A
<;ase of pancreatic cyst reported from St. George’s Hospital12
presents some striking resemblances to my case, especially
’in the characters of the cyst fluid, of which a much more
’elaborate examination was made. As against the diagnosis
- of pancreatic cyst, however, the following considerations
present themselves : (a) the cyst approached the surface
of the abdomen above the edge of the liver and not
below it; (b) the fluid was found by three observers to
contain liver cells and what appeared to be bile-stained
’ tissue ; and (e) the liver, though considerably smaller than
it was, is still enlarged. There remains the supposition that
a cyst primarily of the pancreas may have secondarily
’involved the liver substance by continuity and that the liver
’cyst was therefore secondary. If such a condition has ever
’been observed post mortem, this would appear to be a possible
diagnosis in this case. If, however, such a condition has
not been observed one would think from theoretical con-
siderations that a very rapidly growing cyst of the pancrea.s
would be more likely to displace the liver upwards rather
"than to erode it, especially when one knows how extremely
slowly an aneurysm erodes the neighbouring organs.
5. Another suggestion that has been made is that the case
may have been one of accumulation of fluid in the lesser
cavity of the peritoneum due to the blocking of the foramen
of Winslow. Had we had to do with a case of cystic
’enlargement approaching the surface of the abdomen below
’the edge of the liver, and apparently in connexion with it,
this, too, would have been a possible diagnosis ; but the same
facts which have been alluded to above as negativing pan-
creatic cyst are also of weight against this hypothesis, for
the character of the fluid and the physical signs of
the cyst seemed undoubtedly to point to its being in the
liver substance. Jordan Lloyd has shown 13 by experimental
injection of the lesser peritoneal cavity that the dulness
reaches only just down below the umbilicus, whereas in this
case it extended well down into the left iliac fossa. In
addition to these objections there was the absence of the
stomach note, which is usually present as a narrow,resonant
line separating the cyst from the liver. 6. These reasons,
together with the absence of blood from the fluid and the
absence of the history of any injury, serve also to exclude peri-
voneal sanguineous cysts like those described by Theodore
Fisher. 14 7. Knowsley Thornton 15 records a case in which
7 THE LANCET, Dec. 5th, 1896, p. 1604, and May 1st, 1897, p. 1208.
8 Frerichs : Diseases of the Liver, vol. ii., p. 224.
9 Hamilton’s Pathology, vol. ii., part i., p 223.
10 Friedreich, Archiv fur Pathologische Anatomie, Band xi., S. 166.
11 Transactions of the Pathological Societv, vol. xxxiii.
12 THE LANCET, July 4th, 1896.
13 Brit. Med. Jour., Nov. 12th, 1892.
14 Guy’s Hospital Heports, 1892.
15 Transactions of the Pathological Society, vol. xxxv., p, 385.
he removed the spleen containing thirty ounces of blood-
stained fluid. Such a cyst might possibly set up inflamma-
tion, and thus cause in the first instance peritoneal effusion.
The fluid which I drew off contained no sign of blood on
examination both microscopically or chemically, and the
present symptoms of occasional appearance of white stools
and continued hepatic enlargement point to liver rather
than to spleen. 8. The same objections, together with the
position of the cyst relative to the edge of the liver, would
negative a h&aelig;morrhagic adenoma of the left supra-renal
body such as described by L&eacute;tulle.16 9. An empyema
perforating the diaphragm and setting up a subphrenic
abscess would be contra-indicated by the total absence of
symptoms pointing to such a condition and the characters
of the fluid.
Assuming that error in observation and defective memory
of impressions received can be eliminated, which, however,
as we all too well know, are not wholly impossible, it would
appear that the condition which I believe to exist in the final
stage is the most probable one, viz., "a simple cyst of the
liver, with a fibrous capsule and lined with granulation
tissue," however rare and unusual such a condition may be.
As to the cause and nature of the first origin of the cyst, some
obscurity cannot but exist and the diagnosis must to a large
extent remain doubtful, the art of diagnosis so largely con-
sisting in recognising in a case before one a likeness to some
case or cases previously seen, and failing this doubt must
exist. Lastly, with regard to the question of treatment,
that adopted in the first stage needs no comment. In the
second stage the large and rapidly increasing size of the cyst
so considerably pressing from below on the left pleural
cavity seemed to demand some attempt to relieve the
pressure. In the then apparent probability of the existence
of malignant disease it was not considered advisable to use
the aspirator for fear of internal hemorrhage into the cyst
cavity. The same consideration as well as the extremely
weak condition of the patient contra-indicated at the time
any attempt of a serious operation to explore and at the same
time to deal radically with the cyst by drainage. The treat-
ment adopted, when the patient’s condition had somewhat
improved, by slowly draining the cyst with a Southey’s
capillary cannula, whatever theoretical objections may be
raised to it, in this case appears to have been attended with
success. Under more radical treatment the patient might
easily have done worse and could hardly have done better.
Tewkesbury.
A CASE OF ISCHIO-RECTAL HERNIA DUE
TO ’DISLOCATION OF A SUB-PERI-
TONEAL FIBROMA.
BY J. LYNN THOMAS, F.R.C.S. ENG.,
ASSISTANT SURGEON TO THE CARDIFF INFIRMARY.
A MAN, aged sixty-two years, was sent to me by Mr. C. W.
Hemming, who has very kindly supplied me with a full history
of the case, and has also taken a keen interest in it for
some years. About four years ago, whilst lifting a heavy
weight, the patient felt a strain in the anal region, and the
next day he noticed a rupture, which he pushed back, but it
came down again immediately. The rupture increased in size
until a year ago and since then has remained stationary.
The swelling was increased by walking, was a source of
trouble in defecating, compelled the patient to sit on the
opposite tuber ischii, and for the last two years had incapaci-
tated him for work on account of its size when he exerted
himself. He had had no bladder trouble. The patient had
always enjoyed good health, but was said to have dislocated
his right hip ten years previously. The accompanying illustra-
tion shows the size and situation of the hernial protuberance
and also the displacement of the right buttock-fold towards
the left. The swelling extended anteriorly to the posterior
extremity of the scrotum. The posterior portion of the tumour
was reducible and contained intestine; the greater portion
was irreducible, firm, elastic, slightly nodulated into three
portions, and dull on percussion. With the finger in the
rectum, the gurgling intestine could be felt descending into
the hernia in immediate contact with the rectal wall on its
right side, and occupying the ischio-rectal space from the
16 Archiv de Science M&eacute;dicale, 1896, p. 80.
